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il FIRST REPORT FROM 


The Health Committee is appointed under Standing Order No. 152 to examine the expenditure, 
administration and policy of the Department of Health and associated public bodies. 


The Committee consists of 11 Members. It has a quorum of three. Unless the House 
otherwise orders, all Members nominated to a committee appointed under this order shall 
continue to be members of that committee for the remainder of the Parliament. 


The Committee has power; 


(a) to send for persons, papers and records, to sit notwithstanding any adjournment of the 
House, to adjourn from place to place, and to report from time to time; 


(b) to appoint specialist advisers either to supply information which is not readily available or 
to elucidate matters of complexity within the Committee’s order of reference; 


(c) to communicate to any other committee appointed under the same Standing Order (and to 
the European Scrutiny Committee, to the Committee of Public Accounts, to the Deregulation 
Committee and to the Environmental Audit Committee) its evidence and any other 
documents relating to matters of common interest; and 


(d) to meet concurrently with any other such committee or with the European Scrutiny or any 
sub-committee therefore for the purposes of deliberating, taking evidence, or (in the case 
of any other such committee), considering draft reports. 


The membership of the Committee since its nomination on 14 July 1997 has been as follows: 


Mr David Amess (added 20 July 1998) 

Mr John Austin 

Dr Peter Brand 

Mr Peter Brooke (discharged 21 July 1997) 
Julia Drown 

Mr John Gunnell 

Mr David Hinchliffe 

Ann Keen 

Mr Andrew Lansley (discharged 20 July 1998) 
Dr Howard Stoate 

Mr Robert Syms 

Mr Robert Walter (added 2] July 1997) 
Audrey Wise 


Mr David Hinchliffe was elected Chairman on 17 July 1997. 


The cost of printing and publishing this Report is estimated by The Stationery Office Limited at £1,810. 
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FIRST REPORT 


The Health Committee has agreed to the following Report: 
THE RELATIONSHIP BETWEEN HEALTH AND SOCIAL SERVICES 
Introduction 


1. Nearly everybody will at some time in their lives require intensive support in the form of 
nursing and social care. Others, such as the elderly and disabled, may require help over long 
periods of time. Mainly, people receive this care from their families and friends, but support is 
also provided by central and local government and the independent and voluntary sectors. If we 
were building a new Service to provide long term care to vulnerable groups it would seem logical 
to have a single, integrated community care provider so that service users, their carers and 
families could move seamlessly between services they may require over time. However, in 
Great Britain, nursing, medical and health care is provided by the NHS and social care is 
provided separately by local authority social services departments (SSDs).' This separation 
developed in 1974 when local authority public and community health functions were transferred 
to new Health Authorities. For various reasons—historical, professional, administrative and 
financial—barriers have arisen between these services. These barriers frustrate the goal of 
“seamless” service provision and the division often appears confusing to the users of the 
services. 


2. Individual Members of the House frequently hear of the problems which service users and 
their carers encounter with the provision of health and social care services. Many of these 
problems arise or are exacerbated by separate NHS and social services provision. Previous 
reports by this Committee and by our predecessors in the last Parliament have drawn attention 
to severe problems in inter-agency working, which are not unique to the health and social care 
divide.” In the light of changes occurring within the NHS we decided to examine the relationship 
between the health service and social services to see how changes could be made to improve 
services for individuals and families. We particularly wanted to look at problems from the 
users’ and carers’ point of view. We adopted terms of reference stating that we would consider 
issues relating to equity and fairness, rights and responsibilities, and public accountability, and 
that our inquiry would address the following specific questions:- 


“Could better care and health for individuals and families be secured by any changes in: 

(1) agency responsibilities? 

(2) organisational structures? 

(3) incentives for joint working? 

(4) organisational and funding systems and processes for planning, commissioning 
and service delivery? 

(5) training and professional boundaries? 

(6) relative cost-effectiveness of services and the movement of money between 
sectors? 

(7)  recruitment/retention of staff? 

(8) barriers and incentives to encourage or discourage the use of particular 
services?” 


3. We received around 100 written submissions from individuals and organisations, including 
patient and carer organisations, health and local authority associations, and professional bodies. 
Between February and May 1998 we took oral evidence from Department of Health (DoH) 
officials, the Association of Directors of Social Services (ADSS), the NHS Confederation, the 
Royal College of General Practitioners (RCGP), the British Association of Social Workers 
(BASW), Age Concern England, the Stroke Association, the Royal National Institute for the 
Blind (RNIB), Macmillan Cancer Relief, the Community and District Nursing Association 
(CDNA), the Community Practitioners and Health Visitors’ Association (CPHVA), the Royal 


: The situation in Northern Ireland is different: see below, paras 62-63. 
See for instance: Second Report of the Health Committee, The Specific Health Needs of Children and Young People 


(HC 307, session 1996-97), para 120; and Second Report of the Health Committee, Children Looked After by Local 
Authorities (HC 319, session 1997-98) paras 269, 270, 280-81. 
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College of Nursing (RCN), UNISON, Mind, Young Minds, the Sainsbury Centre for Mental 
Health, MENCAP, the Local Government Association (LGA) and the Secretary of State for 
Health. In October 1998 we took further evidence from DoH officials on the Government’s 
discussion document, Partnership in Action.’ We also received an informal briefing from the 
Audit Commission on their recent report The Coming of Age. 


4. We are grateful to the management and staff of the many health and social services teams 
which we visited during the course of the inquiry. There were several within the Dorset Health 
Authority area: the Beaufort Road Practice, Southbourne; Wimborne Integrated Community 
Mental Health Team; the Children's Centre, Dorset County Hospital; and Dorchester Community 
Mental Health Team. We also visited Dumfries and Galloway Health Board and Social 
Services, which are co-located; and Midlock Street Surgery in Govan, Glasgow. The Western 
Infirmary, Glasgow, arranged a series of visits by members of the Committee to individual 
patients and carers at home—these were particularly valuable visits and we wish to thank all the 
individuals concerned for receiving us so helpfully and hospitably. We also went to Northern 
Ireland and visited the Hillsborough Health Centre and Warren Children's Centre, Lisburn as 
guests of the Down Lisburn HSS Trust, and the Shankill Centre in the Shankill Road, Belfast, 
as guests of the North and West Belfast Health and Social Services Trust. 


5. Finally, we wish to express especial thanks to our team of specialist advisers. They were: 
Dr David Armstrong (Reader in Sociology at Guy’s and St Thomas’s United Medical Schools, 
and an NHS consultant in public health medicine at Lambeth, Southwark and Lewisham Health 
Authority), Dr Harry Burns (Director of Public Health, Glasgow), Professor Alan Walker 
(Professor of Social Policy, University of Sheffield) and Professor Gerald Wistow (Director of 
the Nuffield Institute, University of Leeds). 


Recent Developments in Government Policy 


6. An effective relationship between health and social services is important for a variety of 
reasons. Since the implementation of the 1990 NHS and Community Care Act, and the 
subsequent transfer of elderly long-stay patients from NHS hospitals to residential care or their 
own homes, the number of people affected by co-ordination problems at the interface between 
health and social care services has increased.’ Variations in the effectiveness of relationships 
between health and local authorities across the country may also contribute to inequalities in 
access to services. The present Government has stated its commitment to reducing and 
ultimately abolishing such inequalities. The Government has also made clear its intention to 
improve public health by “tackling the root causes of the avoidable illnesses.” This focus on 
public health highlights the importance of relationships not just between health and social 
services or within the NHS and local authorities themselves, but also those between the NHS and 
other local authority departments, such as housing and education. 


7. In this context, the Government has stressed the importance of co-operation between NHS 
bodies and local authorities. In October 1997, the Secretary of State for Health, the Rt Hon 
Frank Dobson MP, called for the demolition of the “Berlin Wall” between health and social 
services.’ Giving evidence to us in May 1998, the Secretary of State said that: 


“there cannot be any question of anyone in the National Health Service at any level in any 
part of this country not co-operating with their local social services or not co-operating with 
their local authority. Anyone who wishes to further their career in the National Health 
Service, I think, should demonstrate that they are in favour of co-operating with partners 
who are necessary to the proper discharge of their duties.”* 


: Partnership in Action, DoH (1998). 
The Coming of Age: Improving Care Services for Older People, Audit Commission (1997). 
> See for instance: First Report of the Health Committee, Long-Term Care: NHS Responsibilities for Meeting Continuing 
Care Needs (HC 19, session 1995-96) paras 13-20; and Third Report of the Health Committee, Long-Term Care: Future 
Provision and Funding (HC 59, session 1995-96) paras 22, 76. 
© Our Healthier Nation: A Contract for Health, DoH (Cm 3852), February 1998, p 2. 
7 DoH press release 97/274. 
§ Q679. 
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8. The Government’s White Paper, The New NHS: Modern, Dependable’ announced a new 
statutory “duty of partnership” to be placed on NHS bodies and local authorities. Local 
authorities will also have a duty to promote the economic, social and environmental well being 
of their areas.'° The recently published White Paper Modernising Social Services also places 
a high priority on partnerships between health, social services and other organisations." 


9. There has also been a growing emphasis on the importance of primary health care. The 
White Paper notes that primary care professionals “are best placed to understand their patients’ 
needs as a whole and to identify ways of making local services more responsive.” Primary 
care, in addressing patients’ needs in the community, must collaborate frequently with local 
authority services and the relationship between primary care and local authorities is crucial to 
the provision of a seamless service. The Government’s proposals for the development of 
Primary Care Groups (PCGs) and Primary Care Trusts (PCTs) are likely to make this 
relationship even more prominent. 


10. In September 1998 the Government published a discussion document, Partnership in 
Action. This sets out proposals intended to facilitate better working between health and social 
services and to improve the relationship between the NHS and the rest of local government. The 
proposals include enabling authorities to pool budgets, integrate the provision of services, for 
instance in a one-stop shop, and to nominate a lead commissioner for a particular service. It is 
intended to bring these changes into force, following legislation, in early 2000. We welcome 
the Government’s commitment to collaboration but we recognise that much more needs to be 
done. We will comment specifically on the Partnership in Action proposals throughout this 
report. 


Problems for Users and Carers 


11. During our inquiry we took written and oral evidence from many groups representing users 
and carers and also met service users and carers in person. Their complaints about problems at 
the interface between health and social services, and between health and local authorities, 
although diverse, had common elements. There was frequent reference to what amounts to a 
general breakdown in communication between agencies, exacerbated by misunderstandings and 
by caution over confidentiality. There was also a lack of clarity about lines of responsibility 
between the organisations. 


Confusion, Duplication and Fragmentation 


12. People with health and social care needs, such as older and disabled people, may receive 
services from a variety of agencies: the NHS, local authority SSDs, private sector providers and 
voluntary organisations. We heard how this could lead to confusion among users and carers 
about which agency is responsible for which service, and that users and carers may not be fully 
aware of their rights, particularly if English is not their first language.'? As a result many turn 
to voluntary organisations like Age Concern and the Stroke Association for advice. The 
Alzheimer’s Disease Society commented that people who approached them for help “often find 
services fragmented and piecemeal” and that, in their opinion, “the two agencies often seem 
unaware of what the other is doing.”'* The Social Policy Research Unit (SPRU) at the 
University of York reported that parents of children who are disabled or chronically ill “maintain 
that they only find out about services and benefits on a hit and miss basis ... and they are unclear 
about the roles of different agencies.”'? Mrs Dianne Jeffrey of the NHS Confederation 
commented: 


° The new NHS: Modern, Dependable, DoH (Cm 387), December 1997. 
The new NHS, para 4.8. 
" Modernising Social Services, DoH (Cm 4169), November 1998. 
The new NHS., para 2.7. 
'5 326. 
'* Appendix 26. 
> Appendix 13. 
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“T think confusion about who provides what is not confined to people with mental health 
and learning disabilities. It is not even confined to patients. The professionals themselves 
cannot sort out whether a person's problem is a social care problem, a health care problem 
or maybe an education or a housing problem.”’® 


This confusion is epitomised by the farcical question of whether a person needing a bath in the 
community should receive a “health bath’ or a ‘social bath’—the first comes free, the second (in 
theory at least) has to be paid for on a means-tested basis. 


13. There is also a need for responsibilities and policy regarding services to be co-ordinated 
in central government. We are concerned that tribalism between health and social services may 
exist within the DoH itself and have a detrimental impact on the health and social services 
boundary on the ground. DoH has made some effort to deal with this by creating a new joint 
unit responsible for strategic issues on the interface between the two services.'’ The Down 
Lisburn HSS Trust in Northern Ireland told us that at first they had problems with “tribalism” 
among senior managers and practitioners, but had managed to overcome this (see paragraph 62). 


14. The question of who provides care is not in itself of primary concern to users and carers, 
for whom what matters is simply that they receive the right, good quality care when they need 
it.'* However, under current arrangements the question becomes significant because of the 
different charging policies of the NHS and social services. Services received from the latter may 
be charged for, subject to means-testing, whilst the NHS is largely free at the point of delivery. 
If users are unclear as to who is providing different elements of their care, they may not expect 
to be charged for the services they receive.'? We discuss charging further in paragraph 45. 


15. The multiplicity of service providers can also lead to fragmentation, duplication, and gaps 
in services, particularly where there is poor co-ordination and a lack of understanding between 
providers. Duplication can lead to “scarce resources being wasted.””° Users and carers told us 
that they often have to repeat their story to several different professionals and that they may face 
several separate assessments which they find exasperating.”! We discuss needs assessments in 
more detail in paragraphs 20-22. 


Lack of Information 


16. The confusion about lines of responsibility described above is compounded by a lack of 
information, especially written information, available to users and carers about which services 
are available and from whom.” This is a particular problem on discharge from hospital. Both 
Age Concern and the Stroke Association told us that “patients are often not provided with any 
written summary of discharge planning arrangements to refer to at a later date.””? The SPRU 
found that parents faced a “constant battle” to find out what services are available and to get 
professionals to understand their situation and their needs.“ An Audit Commission report 
showed that as many as three-quarters of users and carers had not received any information about 
services before these were provided or arranged by SSDs.” These problems may prevent users 
and carers from fully participating in any consultation process on the development of services”® 
and can have a detrimental effect on people’s well-being. For example, Mrs Wigham of the 
Stroke Association told us: 


“T spoke to somebody only the other day who had actually been discharged from hospital 
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about nine months ago. For the last six months the lady has not had a bath or her hair 
washed or even been able to access a chiropody service. She just did not know where to 
go and she phoned me as secretary of the Stroke Club. There is a great lack there of 
information which needs to be given to people, especially on discharge.’ 


17. It is not difficult to establish whether information is being provided to patients as this 
process can easily be audited. We recommend that such audits should be carried out and 
that clear national guidance on the process for communicating information should be 
published by the DoH. Authorities should make full use of available technology to ensure 
effective provision of information. The problems with transferring information between 
agencies have been highlighted by the DoH in its discussion paper, Partnership in Action.”*> We 
welcome this signal of the DoH’s commitment to begin tackling these difficulties. 


Restricted Access to Services 


18. The problems listed above mean that it is not always clear to users and carers how to 
access services, or that the services they need may not always be available, for instance if they 
are not provided during the night or at weekends. This in turn may prevent them from receiving 
necessary or appropriate care. People often access social services via the NHS (according to 
some studies as many as 40% of consultations in some GP practices have a social care element) 
and the route they take can be complex. Routes also vary across the country. Witnesses 
described users being batted between agencies or “going round in circles.””? An interim report 
by the RNIB showed “that as far as a user getting access to low vision services is concerned 
there are something like 14 different referral pathways. It is a very confused picture.”*° We 
asked the DoH to supply typical ‘patient pathways’ for a variety of service users.*'! These give 
the official picture of the kind of journey through the services patients can expect. Although 
such ‘pathways’ can only be illustrative and cannot cover every circumstance, in particular there 
will be many local variations, they could be a useful tool for service providers in developing 
clear lines ofresponsibility and in providing guidance to users on care systems. We recommend 
that the DoH should draw up appropriate ‘user pathways’ for a comprehensive range of 
conditions and services, and that it should initiate discussions with a wide range of user 
groups both on the contents of the ‘pathways’ and on how the information in them can 
most effectively be disseminated to users and carers. As part of these discussions, the DoH 
should specifically invite user groups to draw attention to any information in the official 
‘pathways’ which the user groups regard as incorrect or misleading, with a view to 
identifying weaknesses in existing service provision. 


19. Access to services is governed by NHS continuing care and local authority community 
care eligibility criteria. We heard how “most users and carers neither know about these criteria 
nor understand what they mean when they become aware of them.”** Eligibility criteria vary 
across the country and cause regional discrepancies in access to care. There were calls from 
users for nationally determined criteria.*> We believe it is vital that the processes for deciding 
eligibility criteria and assessing patients’ needs are transparent and uniform across the 
country. In their report on long-term care in the previous Parliament, our predecessors 
expressed concern “that local eligibility criteria might create unacceptably wide variations in the 
provision of NHS services” and recommended “that the nationally set framework should include 
the eligibility criteria for long-term care to define what the NHS, as a national service, will 
always provide and to set priorities for all other areas of long-term health care. Health 
authorities may, of course, enhance this national framework with their own guidance.”*’ In its 
response to the report, the then Government agreed that “the current variation in arrangements 
needs to be addressed” but did not commit itself to implementing the Committee’s 
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recommendation.*» Whilst we recognise that local discretion is important in order to ‘fine 
tune’ services to meet local circumstances, we repeat our predecessors’ call for the 
introduction of a national framework for eligibility criteria. < 


Fragmented Assessments of Need 


20. Most witnesses acknowledged the importance of a comprehensive, multi-disciplinary 
approach to needs assessment in order to establish fully a patient’s needs.** The current 
assessment process is fragmented between different professions and agencies. There is a 
tendency for different agencies to concentrate on different conditions, and our witnesses told us 
that a lack of co-ordination frequently hinders the development of comprehensive assessments. 
The King’s Fund commented that the variety of assessments “are rarely brought together to 
provide a whole picture of an individual.”*’ The SPRU expressed concern about a failure to 
respond to all the needs of children with multiple disabilities or with chronic illnesses.*® The 
RNIB complained that SSDs often do not carry out comprehensive assessments of need.*? 
Macmillan Cancer Relief noted the lack of referral guidance and protocols for needs 
assessment.*” Age Concern told us that, in their experience, it was often difficult for older 
people to access an NHS health care assessment unless the individual was in hospital.*’ They 
were also concerned that SSDs may not be routinely referring patients to the NHS for healthcare 
assessments. We were also told that assessments are “very often” not carried out by the people 
who make decisions about funding,” and that this leads to problems in ensuring that needs are 
actually met. 


21. It is vital that agencies consider all of a person’s needs when assessing for health or social 
care services. Assessments should be carried out in a multi-disciplinary context, incorporating 
health and social care and involving housing, education and the criminal justice system when 
appropriate. Local authorities and local health services should ensure that communications 
between assessment teams are firmly established. Although we acknowledge there is usually 
a clinical need for several assessments by different professionals, we found that a single first-line 
assessor could speed up the assessment process. 


22. The DoH Executive Letter “Better Services for Vulnerable People” (October 1997) 
requires health and local authorities to review, during 1998/99, their current practice of multi- 
disciplinary assessment of elderly people with complex needs, and within the following year to 
agree a framework for the multi-disciplinary assessment of older people. We recommend that 
information about good practice models emerging from the local reviews in 1998/99 should 
be disseminated so that it can be taken into account when authorities develop their agreed 
frameworks for assessment. The Audit Commission report, The Coming of Age, called for 
health and social services staff to “review assessment arrangements and standardise 
procedures.”* We strongly support this recommendation. 


Delays in Providing Services and Equipment 


23. We heard about long waits for aids and equipment, and delays in the provision of 
services.’ In one case we were told of a nine-month wait for an assessment by social services _ 
following an application for a bathing aid.*° Even relatively short delays can have a devastating 
impact on patients. Miss C Ferguson of Macmillan Cancer Relief told us: 
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“We have] talked about the importance of time for people with cancer. We discovered that 
in general it took between five and 26 days for a social services package to be put together 
and an assessment to be carried out. For somebody who needs to leave hospital in order to 
die at home, which may be their wish, five to 26 days is often just too long.’”° 


We believe that such delays are unacceptable and that their existence underlines the need to 
improve joint-working arrangements. 


24. The main state assistance for obtaining adaptations is the disabled facilities grants, a 
means-tested grant provided by the local authority. A report by Age Concern England which 
examined the problems with this system concluded that there are significant delays for older and 
disabled people in accessing these grants.*’ They argued that funding shortages, long waiting 
times for social services assessments and a complicated administrative procedure contribute to 
delays in the system and that “the divide responsibilities between housing and social services 
departments can cause problems.”** The report commented that means testing of the grant 
created obstacles and disincentives to applicants. It argued that often the test is not a realistic 
assessment of what an individual can contribute.” Timely adaptations can prevent additional 
demands for health care, either by speeding up the hospital discharge process or by preventing 
potential health care demands.” The report makes a number of recommendations which we 
recommend are given serious consideration. 


25. Although in some cases delays may be caused, or worsened, by restrictions on funding, 
users often attributed them to problems with inter-agency working, particularly where there was 
a referral from one agency to another—such as from a GP to the social services.°' It was also 
clear that health and social services have different attitudes towards the term “urgent” and 
towards what constitutes an acceptable waiting time.°> We comment in paragraph 53 about how 
these “cultural differences” between agencies can impede effective joint working. 


Unco-ordinated Hospital Discharges 


26. Effective liaison between health and social services is particularly important when patients 
are being discharged from hospital. As we have stated in paragraph 16 above, users and carers 
often do not receive written discharge plans, and often do not appear to be involved in prior 
discussion about discharge arrangements.** Nor, in many cases, do they believe that health and 
social services co-operate effectively over such arrangements; social services are not always 
involved in discharge planning from an early stage and once at home there are sometimes co- 
ordination problems.” Health related social workers, including hospital based social workers, 
have an important role and it is clear that communication needs to be improved.*> The King’s 
Fund commented that it often seems that “local authority home care staff and NHS community 
nurses do not know what the other is doing.”*° 


27. We commend the approach taken in Glasgow Western Infirmary where a “comprehensive 
home care” project was established to allow effective discharge (see paragraph 59), and a 
‘transferable beds’ scheme backed up by an intermediate support team within the Nottingham 
Health Authority area.*’ 
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28. These difficulties exacerbate the problem of delayed discharges, or so-called “bed- 
blocking” (a phrase which in general we think should be avoided as being offensive to patients). 
It is difficult to measure the numbers of hospital patients affected because there is no universally 
agreed definition of a “delayed discharge” or agreement about its causes. The ADSS suggested 
that a “blocked bed” should be defined as “a bed occupied by a patient where the person is fit 
for discharge and there is an agreed plan of discharge but this cannot be effected.”*® The most 
recent NHS figures show that in the first quarter of 1998/99 around 6,000 people aged 75 or over 
were in hospital because discharge could not be effected for what were described as 
“bureaucratic” reasons, rather than because they were too unwell to leave.” Of these nearly a 
quarter were awaiting completion of assessment. These numbers may appear to be small—they 
constitute about 12% ofall patients aged over 75 occupying an acute bed®’—but we consider that 
any number is too many when patients are often anxious to return home and when there is such 
a demand for hospital beds. We recommend that the proposed “national beds inquiry”, 
which the Secretary of State announced on 30 September, includes a review of delayed 
discharges, including an assessment of the costs incurred by the NHS. 


29. One area where a seamless service is vital is that of recuperation and rehabilitation. 
Giving oral evidence to us, the Parliamentary Under Secretary, Mr Paul Boateng, emphasised 
the Government’s commitment to rehabilitative services.°' However, other witnesses told us of 
gaps in the service network, particularly in respect of low-level services. We endorse the 
recommendation of the Stroke Association that hospital discharge plans should include 
provision for the continuation of rehabilitative work begun in hospital.” 


Fragmented Ombudsman Service 


30. Users and carers with a complaint about the service they have received from an NHS 
organisation must first complain to that organisation using the internal NHS complaints 
procedure. Community Health Councils (CHCs) can provide useful guidance and assistance in 
helping people find their way through this complex area. If they are still unsatisfied, they may 
complain directly to the Health Service Commissioner (HSC). In accordance with the Health 
Service Commissioners Act 1993, as amended, the HSC must consult the relevant Local 
Government Ombudsman (LGO) ifa complaint relates partly to a matter or body which is within 
the LGO’s jurisdiction, and may take evidence from the relevant local authority. The LGOs have 
similar powers in relation to the Health Service. However neither the LGOs nor the Health 
Service Ombudsman can investigate complaints about organisations which fall under the others’ 
jurisdiction. This means that users with a complaint involving not only health but also social 
services or another local authority department must put separate complaints to the two relevant 
Ombudsmen. This situation can arise, for example, in relation to complaints about care in 
private nursing homes funded by social services or about arrangements for discharge from 
hospital. The HSC and LGOs told us in written evidence that they feel it is unreasonable to 
expect complainants to follow two separate procedures, particularly in view of the fact that 
complainants “may be vulnerable and may have suffered a complex injustice.” 


31. The LGOs and the HSC consider that recent changes in health and social services 
provision have made the current Ombudsman legislation outdated. They point out that there has 
been an emphasis on collaboration in service provision which is not matched by the 
“unacceptably fragmented’”®’ Ombudsman arrangements. The HSC highlighted his concern that 
future developments (e.g. freedom of information, registration of care homes) may increase this 
fragmentation. The Ombudsmen feel that, in this context, a review of the current arrangements 
would be timely. In 1996 the NHS Executive announced that “the relationship with social 
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services complaints procedures and with the Mental Health Act Commission’s complaints 
jurisdiction should be examined in greater detail after implementation of the main changes [to 
the NHS complaints procedure] in April 1996.”°° We recommend that the Government give 
urgent consideration to implementing the changes called for by the Ombudsmen, with a 
view to ensuring that Ombudsmen services reflect the current process of change in the 
provision of health and social care. 


Barriers to Working Together 


32. The organisational divide between agencies creates structural, legal, and financial barriers 
which prevent professionals from working well together and from developing services which are 
as flexible as they would want. Witnesses called for a “fluidity of boundaries”®’ which would 
enable agencies to establish multi-disciplinary and cross-agency teams able to provide 
appropriate care, such as “a social worker leading a team including district nursing staff and vice 
versa.”®® These barriers, which we describe more fully below, are not unique to the boundary 
between health and social services. Within the NHS there are similar difficulties between 
different sectors, such as primary and secondary care, there can also be problems between the 
NHS and other local authority departments or even within the local authority between 
departments. In its recent discussion paper, Partnership in Action, the DoH suggests some ways 
in which these boundary problems might be tackled; we comment on these suggestions in the 
paragraphs that follow. 


Lack of Clarity of Role and Responsibilities 


33. None of our witnesses was able to provide an agreed definition of the boundary between 
health and social services. When asked the Secretary of State said: 


“T do not think there can be a definitive definition, personally, because I think that the two 
things merge into one another.” 


34. We agree that no hard-and-fast distinction between health and social care is possible. 
There is a spectrum of care ranging from medical interventions in hospital to home-based social 
care, with a considerable grey area in the middle, for example in the provision of rehabilitation 
and recuperation services; bathing services; respite care; personal care services; night sitting-in 
services; and the provision and maintenance of equipment in the community.” Duplication of 
services, gaps in services and disputes between service providers can and do easily arise in these 
areas of overlap and they also impact on the setting of fees and charges. 


35. The lack of a clear definition of the boundary between health and social services points 
to the illogicality of structuring the entire care system around such a definition. DoH’s proposal 
in Partnership in Action to allow a lead commissioner for some services is one way of clarifying 
responsibilities by removing the boundary; we discuss the possibility of abolishing the boundary 
altogether in paragraph 68 below. However, even without major revision of the service, action 
should be taken to clarify roles and responsibilities. 


36. In 1995 the DoH issued detailed guidance on the roles and responsibilities of health 
and local authorities in relation to continuing health care. Our predecessors welcomed the 
fact that the DoH had recognised the need for such guidance, but commented that further 
clarification was needed.’ We recommend that the DoH review the 1995 initiative with 
a view to extending it into other areas where there may be overlap between the two 
agencies. 
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37. Some witnesses argued that creating a role for a generic health and social care worker, 
combining basic social care and basic nursing skills, would help alleviate many of the problems 
arising from interaction in this grey area.” We recommend that professional roles be 
reviewed to consider their continuing appropriateness and whether new professional or 
occupational roles are needed. We welcome the steps being taken by the Government to 
regulate social care and we consider there is a strong case for the regulation and 
registration of all care workers. 


Financial Barriers 


38. Possibly the most important barriers between health and social services are those caused 
by the current financial arrangements. Particular problems were caused by the inability to vire 
between the NHS budget and the social services budget although, as we have seen, under Section 
28A of the National Health Service Act 1977, health authorities can transfer resources to local 
authorities in limited circumstances. Much of the good practice that we came across was 
established using funding either from one body alone or as an agreed joint package. The 
initial costs occasionally resulted in savings for one side with there being no way for the 
other investor to take advantage of these savings. We saw an example of this at the 
Beaufort Road practice in Southborne (see paragraph 57). We consider this to be a serious 
barrier to effective joint working. The ability to pool budgets proposed in Partnership in 
Action will help to remove this disincentive to co-operation—although our witnesses emphasised 
that pooled budgets are a means not an end, and that they will only facilitate successful joint 
working where trust and understanding has previously been built up between the respective 
agencies. 


39. Another barrier to co-operation is the different financial systems and timetables operated 
by the NHS and local authorities. Health authorities know their allocations before local 
authorities do and can have more confidence in advance about the level of provision they are 
likely to receive in future years. This has hindered the wider development of joint 
commissioning. We heard how the differences between health and local authorities financial 
arrangements and “the competitive environment in the NHS and the emphasis on the length of 
an episode of care”” can create perverse incentives to ‘cost-shunt’, that is to shift responsibility 
for service provision to other agencies and authorities, particularly in continuing care and mental 
health. Pooled budgets may help to prevent this, but it is also important to review anomalies 
within the benefits system and to explore new types of incentives, such as those based on 
prevention of hospital admission. Funding mechanisms need to be reviewed to ensure that they 
do not discourage agencies from collaborating. 


40. Lack of resources can also be a major barrier to joint working.” MENCAP typified 
witnesses’ concerns in their written evidence: 


““T[Moves towards joint commissioning have been made more difficult by] different financial 
and planning timescales, structures and accountabilities, legal identities and obligations, but 
above all by the common problems of unpredictable and often reducing finance.”” 


4]. ‘Winter pressures money’ was welcomed by those in the field and has helped to kick start 
some joint working projects, but there is an urgent need to replace this type of ad hoc temporary 
collaboration with proper, mainstream long-term funding. We discuss winter pressures projects 
further in paragraph 60 below. 


42. Another difficulty is created by the split between policy and funding within central 
government. The DoH is responsible for social care policy and inspection while local authority 
SSDs are responsible for the delivery of social care services. However, it is the Department of 
the Environment, Transport and the Regions (DETR) which is responsible for allocating funds 
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to the local authorities which provide social services through the revenue support grant and 
standard spending assessments. The DoH told us that they had some influence on the formula 
used to calculate SSAs but not on the overall amount allocated to social services expenditure by 
DETR.” We consider this split between policy and funding at the Cabinet level problematic and 
likely to lead to conflicts of priorities. DoH appears to agree as it has increasingly used specific 
grants to fund local authority SSDs. The fact that many local authorities are spending over their 
SSAs on social services is a further indication that the balance between policy and funding is 
wrong. We recommend that the NHS makes targeted, more long term investments in 
complementary local authority services, similar to the winter pressures model. 


Different Charging Policies 


43. It was widely acknowledged by witnesses that one of the greatest barriers to joint working 
is the different charging regimes used by the NHS and SSDs.” Health care is largely free at the 
point of delivery, whereas social care services are charged for, usually on a means-tested basis. 
This distinction has become blurred for two main reasons. Firstly, the NHS’s progressive 
withdrawal from providing long-term care for the elderly has resulted in many people entering 
local authority or privately run residential and nursing homes when previously they would have 
been cared for without charge in NHS wards. In their 1996 report on long-term care, our 
predecessors called for the Government to consider the restoration of free nursing care to 
patients in private nursing homes in order to remove some of the unfairness and confusion 
caused by these changes; the then Government’s response was that it “will keep this proposal 
under review but does not believe that it currently represents the highest priority for extra NHS 
expenditure.””® Secondly, the lack of a clear definition as to where health care ends and social 
care begins and changes in social care provision, for instance home care services incorporating 
some traditional district nursing functions, have added to the confusion. Charging anomalies are 
compounded by the wide variation of local authority charging policies across the country and 
by a lack of guidance on domiciliary care charging. These circumstances have led to much 
confusion and resentment on the part of users and carers. 


44. The variation in charging policies also acts as a disincentive to pooled budgets and joint 
provision.” Research by the SPRU has shown that such variation creates “barriers to more 
integrated working and the development of common ‘seamless’ services.”*’ Current charging 
policies create perverse incentives, including ‘cost-shunting’ between agencies.*' It is arguable 
that charging, particularly for domiciliary care services, is having a detrimental effect on 
potential collaboration between agencies which more than outweighs the benefits of the revenue 
which accrues from it. The Standard Spending Assessment assumes that local authorities will 
raise 9% of the cost of domiciliary care through charges to users (although the actual figure 
varies widely across the country from 0% to 23%).” The operational difficulties and public 
resentment caused by this charging system seem a heavy price to pay for revenue which amounts 
on average to less than a tenth of what is needed. 


45. The lack of acommon charging regime between health and social services clearly creates 
a major barrier to joint working. The Royal Commission on Long Term Care of the Elderly is 
currently looking in detail at this matter—we have held informal discussions with the Chairman 
of the Royal Commission, Sir Stewart Sutherland, and we look forward to seeing his report in 
due course. However we do not consider that the DoH has fully addressed this issue in 
Partnership In Action, which simply calls for greater transparency in local arrangements* and 
we were dismayed to find that DoH has not conducted any in depth analysis of the impact of 
social care charges on the NHS for about a decade.** We believe the charging regime will 
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always be a barrier to some people accessing services. We recommend that a survey is 
carried out urgently to establish the impact of domiciliary care charges on the NHS, 
including the effect of charges on service users take up of health and social care services. 
We also recommend a review of domiciliary care charges where they are an impediment 
to collaboration, including an investigation of the implications of abolishing them 
altogether. 


Legal Barriers 


46. Legal barriers cause major problems for organisations that want to work well together. 
There are at present two main legal barriers: the inability to pool budgets and the inability of 
NHS organisations to delegate functions to local authorities and vice versa. A report on the legal 
aspects of joint working in mental health, commissioned by the Sainsbury Centre, found that 
there were a series of specific legal restrictions on joint working.®* These were that: 


° health and local authorities must show they have used their resources in 
accordance with their powers and duties; it is difficult to do this with pooled 
budgets. 

° health and local authorities may only carry out functions if they are empowered 


to do so by statutory provision; it is thus illegal for local authorities to devolve 
social care responsibility to other agencies: 


° under Section 28A of the National Health Service Act 1977, health authorities 
may transfer funds to local authorities to purchase social care, but local authorities 
cannot do the same for health care. 


° NHS staff working for a local authority under Sectionl113 of the Local 
Government Act 1972 can commit local authority resources, but local authority 
staff working for the NHS cannot commit NHS resources. 


. there are restrictions on what functions staff can be employed to carry out. 


° Section 47 of the National Health Service and Community Care Act 1990 states 
that SSDs must inform health authorities if they “think anyone might need their 
services’, but there is no corresponding obligation on health authorities to take 
appropriate action. 


We are pleased to see that the DoH now intends to address some of these issues by 
introducing amending legislation and in particular by allowing health and social services 
to pool budgets.** We recommend that action is also taken to deal with the anomalies 
which arise under Section 113 of the Local Government Act 1972 and Section 47 of the 
National Health Service Act 1977. 


47. We welcome the proposals in the Social Services White Paper on the registration of 
residential care homes and nursing homes, in particular the intention that “in due course it may 
be sensible to move to a single registration category for all care homes”.*” This will prevent the 
current anomaly whereby qualified nurses in nursing homes are prevented from carrying out their 
duties. 
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Different Priorities 


48. Health and local authorities have different sets of objectives, with local authority priorities 
varying from area to area. The Secretary of State acknowledged that this was the case. He told 
us that he had been careful to channel the recent “winter pressures monies” through the NHS 
rather than risk local authorities diverting them to other priorities: 


“Putting [winter pressures money] through the National Health Service meant the National 
Health Service locally could then come to a joint agreement which required the local council 
to do what we wanted with that money. Had I not been able to do that, I do not think I would 
have been able to convince the Chancellor of the Exchequer and the Prime Minister that the 
money was going to be properly spent.’ 


49. The potential for a clash of priorities between the NHS and local authorities creates 
difficulties for joint working, especially when it comes to jointly funded provision.*” The DoH 
has issued national guidance on joint priorities for the NHS and social services.”” We welcome 
this, although we were disappointed to hear that there had been no formal consultation with users 
and carers on its contents.”! 


50. In order to establish shared priorities and working arrangements such as needs assessment 
teams, it is vital that proper joint planning arrangements are in place. Evidence suggests there 
has been an increase in recent years in the number of joint planning arrangements which 
have been locally established; this is a trend which should be encouraged by the DoH with 
appropriate monitoring and incentives. We recommend that DoH includes in its 
performance management mechanisms a check on the quality and effectiveness of joint 
planning arrangements, and that it should report back to us in due course on further 
progress in this area. 


Lack of Coterminosity 


51. Where health authority and social services authority boundaries do not match with each 
other, it can be difficult to agree joint plans and priorities because the two organisations are 
dealing with different populations.” Several witnesses stressed the usefulness of coterminous 
boundaries, and noted that these were not necessarily just “one-on-one” but may, for example, 
consist of one social services authority to two health authorities. Mr Stephen Thornton of the 
NHS Confederation told us: 


“Where I think there are real problems is when there are little bits of territory of one health 
authority or territory of one local authority that are outwith the main arrangements. That can 
produce some real difficulties.”° 


52. Possible future mergers of health authorities and the development of primary care groups 
(PCGs), which we discuss in more detail in paragraph 68, could undermine coterminosity 
further. PCGs pose particular problems for coterminosity for two reasons. Firstly, the average 
size of the new PCGs is around 100,000, which is much smaller than the size of population 
covered by most SSDs. Secondly, a GP’s patient list is only loosely geographically defined; 
even PCGs which are coterminous with social services will always have. patients who 
nevertheless live in a different social services area. The DoH has confirmed that it was not its 
policy to ensure that PCGs were coterminous with SSDs.** We advocate coterminosity 
wherever beneficial and practicable, although clearly a lack of coterminosity should not 
be used as an excuse for a lack of co-operation. We recommend that social services teams 
reflect PCG boundaries and that in any future review, PCG boundaries are kept as far as 
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possible consistent with the provision of social care in the area. 
Different Cultures 


53. We heard time and again that the NHS and social services have very different cultures and 
that this impedes the development of close links and integrated care.”> One significant example 
of this ‘clash of cultures’ arises in relation to the use of language. We were told that the term 
“urgent” was interpreted differently; to a health care worker “urgent” cases must be dealt with 
immediately, but to social services “urgent” usually means “within the next few days.” 
Likewise, we were told that “a social worker opens a case and closes a case. In general practice 
a patient is a patient long term. There is no notion of a patient being processed in the out box.””” 
GPs clearly have a long-term responsibility for a patient which differs from the case culture of 
social services, although we recognise that GPs are in actual contact with patients through a 
series of often very short, time limited episodes. Cultural differences can manifest themselves 
as a lack of understanding or even suspicion between the agencies and between professions. 
This is compounded by professional stereotyping and differences in perception of status, which 
can arise from a lack of contact and separate training regimes.” It is vital that there is parity of 
esteem between professionals, particularly given the changes occurring in primary care. We 
believe that joint training could engender greater mutual trust and respect between 
different professional groups and would have major benefits for joint working. We 
recommend that common pre and post-qualifying training modules be established for 
health and social care workers. In addition secondments between the organisations should 
be encouraged. 


Differences in Democratic Accountability 


54. A fundamental tension between the NHS and social services arises from their differing 
forms of accountability to the local population and to national government. The NHS is 
ultimately accountable to Parliament via central government, whereas social services are 
provided by local government which is accountable to a local electorate and only indirectly to 
central government. The fact that the NHS is not directly accountably to the local electorate was 
acknowledged by the Secretary of State as creating a “democratic deficit” at local level.” This 
was considered by some witnesses to act as a barrier to further joint working and funding. The 
Local Government Association told us that local authorities “have got to revisit the electorate 
in metropolitan authorities every four years, and so there is a very direct relationship that does 
not apply with the health authorities” and they argued that as a result local government was 
more responsive to local needs than were health authorities.’ 


55. The ADSS stressed the need for some form of common local accountability and proposed 
the following options: strengthening Joint Consultative Committees (JCCs); enabling local 
authorities to act as providers of community health services, in partnership with the NHS, by 
integrated commissioning; developing direct partnerships with GPs, embracing both the 
commissioning and providing roles for care; and establishing joint inspection arrangements.'°! 
Partnership In Action considers some of these areas. One of its proposals is that JCCs might be 
abolished once new partnership arrangements are in place. JCCs are widely seen to be 
ineffective and there is an argument for replacing them with bodies which have more specifically 
defined responsibilities and powers. We urge the Government to ensure that, under any 
replacement system, full local accountability arrangements are maintained and that 
voluntary bodies retain their representation. We discuss the importance of accountability 
within the health and social care system in paragraphs 72-74 below. 
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Existing Good Practice 


56. We recognise that much good collaborative work is already being undertaken. We visited 
examples of good practice and heard of many other cases where the NHS and social services are 
working well together. We also received written evidence of other examples of good practice 
from around the country." These examples make clear that, despite the barriers and 
disincentives to doing so, individuals with energy and commitment are finding ways of 
successfully working with each other across institutional divides. In particular, in Dorset and 
Glasgow we saw examples of integrated provision which were driven by the determination of 
front-line staff to provide flexible and seamless services. It is worth noting that the schemes we 
visited had often been given extra money (either as project funding or in the form of winter 
pressures money) to get them up and running. 


57. Dorset Health Authority is one of many authorities which have carried out pilot projects 
testing different ways of working together. We visited one of the most successful models, the 
Beaufort Road primary care practice in Southborne, which had a social services care manager 
attached to the practice. The system had worked well; users and carers were pleased with the 
arrangement as it simplified the process of accessing care and had effectively created a ‘one-stop 
shop’ for the practice’s patients. Understanding had increased between the health care and social 
care staff, resulting in more appropriate referrals. The project’s success had depended to a large 
extent on the personalities and commitment of those involved. Practice staff acknowledged that 
it was vital for the care manager to have a high level of skill and to maintain a separate 
professional attitude. We commend the practice for providing an integrated and effective service 
to users. The pilot projects had been funded for a year and had since come to an end. When we 
asked why the model had not been extended across the area we were told that the SSD could not 
afford to fund this, partly because increased efficiency in access to care services meant increased 
costs for the SSD. Health and social care workers and the carers we met at the practice told us 
that in their view integrated provision was more important than joint commissioning. It is of 
course true that what matters most is the service which users and carers receive. However, it is 
worth noting that if this project had been jointly commissioned by health and social services, 
it might have survived and been extended. 


58. We visited Midlock Street Surgery, a primary care practice in Glasgow, where a project 
had been established to allow a practice-attached nurse, a ‘dementia care co-ordinator’, to carry 
out social care assessments of elderly patients with dementia and to access resources including 
health, social care and housing. A multi-disciplinary team assessed a wide range of patients’ 
potential needs, and drafted a multi-disciplinary care plan. This single assessment was accepted 
by the SSD and had speeded up access to social care services for elderly demented patients. 
Those running the project concluded that inter-agency collaboration reduced duplication of 
assessment, avoided fragmentation of community care and facilitated the provision of innovative 
and flexible community care packages. 


59. In Glasgow we also visited the Western Infirmary, which had established two projects 
using winter pressures money. One of these (the Winter Care project) enabled district nurses 
based in the A&E department to purchase social care services and equipment quickly. The 
project aimed to assist frail or elderly people who would otherwise have been in hospital with 
minor health or social problems, including those whose main carer could no longer provide care, 
to be cared for at home. The project offered short term nursing and social support to people at 
home for up to three weeks and also planned discharges from A&E, acute admissions and 
medical receiving wards. It had helped to prevent inappropriate acute hospital admissions, and 
stopped patients from being discharged too early. In a separate, closely-linked project, GPs 
were given funds to buy rapid admission to nursing home facilities. Western Infirmary also ran 
a “comprehensive home care” project which aimed to deliver integrated care to elderly people 
who would otherwise be admitted to a form of institutional care. We went to see some of the 
users of this service in their homes. We strongly support the examples of multi-disciplinary 
collaborative working and the focus on providing a seamless service that we encountered 
in Glasgow. 
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60. It is vital to evaluate all such projects, trials and initiatives to see what works best. 
The 1998 Emergency Services Action Team Report provides a useful contribution to the 
evaluation of how “winter pressures monies” were used and of the success or otherwise of 
the projects established. | We recommend full evaluation of such projects and that 
examples of good practice be distilled from this analysis and be widely disseminated with 
supporting DoH guidance notes (perhaps along the lines of the Drug and Therapeutic 
Bulletin currently circulated to doctors, which offers a successful model of how to 
disseminate advice and good practice). 


61. There was also good practice at strategic levels, in particular the physical co-location of 
different agencies. We visited Dumfries and Galloway where the health board and the SSD had 
recently moved into the same building. Although the two agencies had a history of close 
working, they felt the move had helped improve communication and understanding of each 
other’s cultures. They had also become more aware of each other’s limitations. There were 
savings on the cost of accommodation and some joint appointments had been made. For the user 
there is a single reception and telephone number which fosters the idea of a seamless service. 
The organisations hold joint monthly management team meetings, although accountability 
mechanisms have not changed, and the agencies have produced joint community care plans and 
children’s plans. They felt that each organisation could make a stronger bid for funding as it was 
more aware of the impact on the other agency of any cutbacks. We acknowledge that co- 
location may not be suitable for every locality, but we strongly support this type of close 
collaborative working and the attempt to create a seamless service by developing closer 
strategic working. We recommend that successful examples of co-location should be 
documented and widely disseminated in an accessible format. 


The Experience in Northern Ireland 


62. In Northern Ireland, unlike in England, Scotland and Wales, health and personal social 
services have been provided through an integrated structure since 1973. Area Health and Social 
Services Boards are responsible for commissioning health care and social care from Health and 
Social Services Trusts. In 1994 statutory functions under the personal social services legislation 
were transferred to the Boards and Trusts. To see whether the integrated system has any 
advantages over the English model we visited the Down-Lisburn Trust, which is an integrated 
Trust providing most of the health and social care services for its resident population. Down- 
Lisburn has developed a primary care led network which aims to provide a user- and carer- 
centred approach by devolving the budget for primary health care and for social care to locally- 
based managers. The Trust had established local “health centres” where GPs and the primary 
care team were located alongside social services. The Trust feels that this allows resources to 
be used better, as people receive increasing amounts of their care through the primary-care 
network and do not move on unnecessarily to specialised complex and expensive services. It 
also considers that duplication of effort is avoided because care is co-ordinated at a single point. 
The Trust sees the GP as the clear point of entry into the health and social services system. For 
this reason they feel that co-location of health and social services in a primary care setting is 
useful in aiding communication and providing a one-stop shop for users. It also means that 
success is dependent on effective co-operation between the Trust and GPs. It is interesting to 
note that Down-Lisburn Trust makes no charge for intensive domiciliary care and only charges 
under 75s for basic home help services. We also visited the Shankill Centre, part of North and 
West Belfast HSS Trust. The Centre houses a wide range of health and social care services and 
many local voluntary and community groups. It is also the focus for the Trust’s health 
promotion services and has a community liaison group to ensure that local people have a say in 
the planning and provision of services. We commend the Shankill Centre as a good example of 
how health and social services can work together and with the local community. 


63. Some witnesses indicated that there were problems with the integrated system in Northern 
Ireland.'°> Down-Lisburn Trust acknowledged that the links with tertiary care had not yet been 
developed as fully as those between primary care and social care. However, we do not consider 
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that these problems are either unique to Northern Ireland’s integrated service or necessarily 
impossible to overcome. We strongly endorse the practice we saw in Northern Ireland and the 
system of health centres which have been established. We hope that as PCGs develop they will 
increasingly move towards this concept and we discuss this further in paragraph 68. The 
integrated health and social services system seems to us to be sensible. We consider that it is 
a pragmatic approach to service provision and has major benefits for users and carers as it allows 
a seamless service between health and social care to develop. We also consider that there are 
advantages for the administration of services, for example it might be argued that unified 
commissioning is more effective than joint commissioning. 


64. We consider it is vital to observe and draw lessons from the experiences of some of our 
EU partners which have integrated health and social care provision. Having asked the DoH for 
information about other EU countries we were surprised by the apparent absence of evidence of 
any activity designed to learn lessons from other EU member states. 


Conclusions 


65. We consider the current system for continuing health and social care to be very confused. 
Responsibilities are blurred, professionals face unnecessary problems, and users and carers are 
suffering because of barriers created by a structural division which 1s based on an ill-defined and 
arguably non-existent boundary. We commend all those who have tried to establish seamless 
care for users and carers despite these barriers. They have shown levels of personal commitment 
and determination which we regard as admirable. However, although witnesses acknowledged 
there were serious problems with the current situation, we found no widespread support for a 
major reorganisation of the health and social care system in order to effectively, and 
permanently, deal with these problems. We were disappointed in the lack of vision which 
professional bodies showed in their evidence to us. We were concerned that organisations 
seemed to consider the issue only from their own, narrow point of view and did not appear to 
view things from the users and carers perspective. 


66. Both services have undergone massive change in recent years, which is continuing with 
the development of PCGs, and professionals in both organisations did not want to see further 
structural upheaval. We understand the anxiety towards further change in the NHS and local 
authorities but we do not consider that this caution should prevent a broader, long term debate 
about the provision of health and social care services. 


67. Within both the NHS and social services, there is a tension between, on the one hand 
centrally determined priorities and standards of good quality care, and a sense of national equity, 
and, on the other, the need to allow local discretion to meet needs as defined on the ground. This 
tension underlies much of the debate on eligibility criteria, charging regimes and accountability 
arrangements and there is no easy way to reconcile it. 


68. We consider that the pre-1974 structure represented a more unified and coherent way to 
provide health and social care. We found much to admire in the integrated model adopted in 
Northern Ireland and many of the examples of good practice which we encountered in Great 
Britain occurred when the two agencies were working together as though they were one body. 
The DoH's proposals in Partnership in Action to allow a lead commissioner and integrated 
provision’™ are a step in the right direction. However we consider that the problems of 
collaboration between health and social services will not be properly resolved until there 
is an integrated health and social care system, whether this is within the NHS, within local 
government or within some new, separate organisation. We acknowledge that such an 
integration would lead to an emphasis of the boundary between the health and social care 
body and other functions, for instance housing and education, but we believe it is the only 
sensible long term solution to end the current confusion. Implementation of the White 
Paper and in particular the involvement of social services and community NHS trusts in 
PCGs and PCTs, provides an excellent opportunity for improved collaboration between 
health and social services, but falls well short of unifying the two agencies. We would like 
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to see a full and widespread debate on the case for the integration of health and social care. 
We recommend that pilots are established to test ways of integrating health and social 
services based on the lead commissioner model proposed by the DoH. 


69. In the meantime there is much that can be done to improve services for users and 
carers. Significant steps can be taken to minimise problems arising from the separation of 
health and social services and these are indicated throughout the report. 


70. The present variety of provision across the country makes it difficult to specify a single 
model of health and social care provision which would suit all localities. Nonetheless, all health 
and social care, no matter how delivered, should aim to fulfil the two basic criteria of 
accountability and seamlessness, and NHS and local authority services should be assessed 
against these criteria. Any system of health and social care, whether separate or integrated must 
also be performance monitored and allow equity of access to services. We would also like to 
see such services investing in preventive care. 


A Seamless Service 


71. Health and social care services should appear to be seamless to patients, their families and 
carers. It is also vital that they are clear about where to go for services and which services are 
likely to be charged for. Understanding between professionals should be improved and delays 
minimised. This may mean providing a one-stop shop where the user has a single point of entry 
to access health and social care services, or for some users a key worker. We acknowledge that 
different users will have different points of entry into services but there should be a clear 
mechanism for all users. Different professional assessments are crucial, but unnecessary 
multiple assessments should be avoided. Services should be patient-centred and users and carers 
should be consulted about the development of services. Health and social care authorities should 
focus on achieving effective outcomes for users. 


Accountability 


72. We believe that the provision of services should be accountable to the public at all levels. 
This can not be said to be wholly the case at present. In addition to the local democratic deficit 
within the NHS, we have heard how users’ and carers’ needs may be overlooked and their views 
not taken into account in the development of social care services. We accept that a certain 
measure of Health Authority accountability already exists, operating through audit, Community 
Health Council (CHC) inspection, public Board meetings and through the appointment of non- 
executive directors. However, other measures should be taken to improve accountability to the 
public. These could include developing an integrated complaints procedure, extending the remit 
of CHCs and Local Health Councils in Scotland, and strengthening the involvement of users and 
carers in the planning process. The appointment of local councillors as non-executive directors 
could be another means by which health authorities might improve their accountability to the 
local community. 


73. CHCs are a key mechanism for involving users in the NHS decision-making process. 
They have traditionally been seen as the ‘patients’ advocate’ and have powers to inspect NHS 
facilities and, with permission, social services premises where NHS patients are present.'” 
Some witnesses argued that the effectiveness of CHCs varies widely across the country and that 
in some places “the CHC is a tiger with no teeth.”'*° There were calls for their role to be 
strengthened in relation to social services, where they have no mandatory input, and in relation 
to primary care.'°’ The DoH has informed us that CHCs remit will cover PCGs from April 1999, 
as PCGs will be constitutionally part of the health authority. The recommendations of the 
previous Government’s review of CHCs were rejected by the present Government, although it 
has acknowledged their importance.'* We recommend that the functions of CHCs are 
carefully considered in light of the implementation of the White Paper. 
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74. We welcome the DoH’s recommendation that PCG Boards should include one member 
of the local authority social services department. However we are concerned that this should not 
be seen as the only link PCGs and local authorities need to make. PCGs and SSDs need to have 
strong relationships at all levels, in particular between front line staff. PCGs also need to ensure 
that they have good links with the rest of the local authority, community NHS trusts and their 
local community. It is vital that PCGs are properly accountable to their local community 
and we recommend that the DoH issue guidance to PCG Boards on the best ways of 
involving the community and addressing the “local democratic deficit”. 


Performance Monitoring 


75. The quality and efficiency of the services provided should be monitored through national 
standards to assess whether they are fit for purpose and affordable. Local authorities should 
continue to establish their own priorities for provision according to local need beyond the duty 
to comply with national minimums. The views of users and carers should be considered in the 
development of such standards to ensure that services meet their needs. 


76. We recommend that performance frameworks should require joint working at both 
strategic and operational level. We support the LGA’s call to re-frame “performance 
indicators for the NHS and local authorities to numbers of people referred to rehabilitation 
or other intermediate care facilities by age group or disability, and the long term success 
of supporting these people in the community.” 


Equity of access 


77. The Government has emphasised the importance of equity of access to health care and this 
is particularly true in the health and social services area. Standards must ensure equity of access 
to services across the country and between different user groups. This includes ensuring access 
for all people regardless of race, ethnic origin, religion, gender, sexual orientation, marital status 
or age. 


Prevention 


78. Health and local authorities should also be assessed for their achievements in prevention. 
Weare concerned that changes in local authorities priorities have led to a removal of basic levels 
of support, such as home helps. This is a short sighted measure. Effective preventive action 
provides good value for money for local authorities and can create savings for health authorities 
in the long term. We recommend that DoH’s proposals on integrated provision are used to 
improve the provision of basic preventive health and social care. We also support the 
LGA’s call for “a stronger statutory requirement for health co-operation and investment 
in early years services [which] would have obvious benefits for respite care, health care of 
looked after children and child protection.”'” 


Summary of recommendations 


79. Government, both central and local, must work together to establish a framework 
in which collaboration can flourish and within which health and local authorities’ attempts 
to work together can be monitored, with effective incentives for joint working and 
wherever possible the elimination of perverse incentives. The evidence we have received 
leads us to believe there are four key areas in which action needs to be taken to enable 
health and social services to work together in the most effective way. We recommend that 
the DoH: 


° examine the effectiveness of current needs assessment methods; 
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° review and clarify respective roles and responsibilities; 


° establish incentives and remove barriers and perverse incentives, to 
encourage joint working; 


° ensure effectiveness of joint working through performance monitoring; and, 


° take steps to ensure that best practice is shared. 


We recommend that audits of the provision of information to users and carers on 
discharge from hospital should be carried out and that clear national guidance on 
the process for communicating information should be published by the DoH. 
Authorities should make full use of available technology to ensure effective 
provision of information (paragraph 17). 


We recommend that the DoH should draw up appropriate ‘user pathways’ for a 
comprehensive range of conditions and services, and that it should initiate 
discussions with a wide range of user groups both on the contents of the ‘pathways’ 
and on how the information in them can most effectively be disseminated to users 
and carers. As part of these discussions, the DoH should specifically invite user 
groups to draw attention to any information in the official ‘pathways’ which the 
user groups regard as incorrect or misleading, with a view to identifying 
weaknesses in existing service provision (paragraph 18). 


We believe it is vital that the processes for deciding eligibility criteria and assessing 
patients’ needs are transparent and uniform across the country (paragraph 19). 


Whilst we recognise that local discretion is important in order to ‘fine tune’ 
services to meet local circumstances, we repeat our predecessors’ call for the 
introduction of a national framework for eligibility criteria (paragraph 19). 


We recommend that information about good practice models emerging from the 
local reviews in 1998/99 should be disseminated so that it can be taken into account 
when authorities develop their agreed frameworks for assessment (paragraph 22). 


The Audit Commission report, The Coming of Age, called for health and social 
services staff to “review assessment arrangements and standardise procedures.” 
We strongly support this recommendation. (Paragraph 22). 


We recommend that the proposed “national beds inquiry”, which the Secretary of 
State announced on 30 September, includes a review of delayed discharges, 
including an assessment of the costs incurred by the NHS (paragraph 28). 


We endorse the recommendation of the Stroke Association that hospital discharge 
plans should include provision for the continuation of rehabilitative work begun in 
hospital (paragraph 29). 


We recommend that the Government give urgent consideration to implementing 
the changes called for by the Ombudsmen, with a view to ensuring that 
Ombudsmen services reflect the current process of change in the provision of 
health and social care (paragraph 31). 


In 1995 the DoH issued detailed guidance on the roles and responsibilities of health 
and local authorities in relation to continuing health care. Our predecessors 
welcomed the fact that the DoH had recognised the need for such guidance, but 
commented that further clarification was needed. We recommend that the DoH 
review the 1995 initiative with a view to extending it into other areas where there 
may be overlap between the two agencies (paragraph 36). 
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We recommend that professional roles be reviewed to consider their continuing 
appropriateness and whether new professional or occupational roles are needed. 
We welcome the steps being taken by the Government to regulate social care and 
we consider there is a strong case for the regulation and registration of all care 
workers (paragraph 37). 


Much of the good collaborative work that we came across was established using 
funding either from one body alone or as an agreed joint package. The initial costs 
occasionally resulted in savings for one side with there being no way for the other 
investor to take advantage of these savings. We saw an example of this at the 
Beaufort Road practice in Southborne (see paragraph 57). We consider this to be 
a serious barrier to effective joint working (paragraph 38). 


We recommend that the NHS makes targeted, more long term investments in 
complementary local authority services, similar to the winter pressures model 
(paragraph 42). 


We believe the charging regime will always be a barrier to some people accessing 
services. We recommend that a survey is carried out urgently to establish the 
impact of domiciliary care charges on the NHS, including the effect of charges on 
service users take up of health and social care services. We also recommend a 
review of domiciliary care charges where they are an impediment to collaboration, 
including an investigation of the implications of abolishing them altogether. 
(Paragraph 45). 


We are pleased to see that the DoH now intends to address some of the legal 
barriers by introducing amending legislation and in particular by allowing health 
and social services to pool budgets. We recommend that action is also taken to deal 
with the anomalies which arise under Section 113 of the Local Government Act 
1972 and Section 47 of the National Health Service Act 1977 (paragraph 46). 


Evidence suggests there has been an increase in recent years in the number of joint 
planning arrangements which have been locally established; this is a trend which 
should be encouraged by the DoH with appropriate monitoring and incentives 
(paragraph 50). 


We recommend that DoH includes in its performance management mechanisms a 
check on the quality and effectiveness of joint planning arrangements, and that it 
should report back to us in due course on further progress in this area (paragraph 
50). 


We advocate coterminosity of health and social services wherever beneficial and 
practicable, although clearly a lack of coterminosity should not be used as an 
excuse for a lack of co-operation. We recommend that social services teams reflect 
PCG boundaries and that in any future review, PCG boundaries are kept as far as 
possible consistent with the provision of social care in the area (paragraph 52). 


We believe that joint training could engender greater mutual trust and respect 
between different professional groups and would have major benefits for joint 
working. We recommend that common pre and post-qualifying training modules 
be established for health and social care workers. In addition secondments between 
the organisations should be encouraged. (Paragraph 53). 


We urge the Government to ensure that, under any replacement system, full local 
accountability arrangements are maintained and that voluntary bodies retain their 
representation (paragraph 55). 
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It is vital to evaluate all projects, trials and initiatives in joint working to see what 
works best. The 1998 Emergency Services Action Team Report provides a useful 
contribution to the evaluation of how “winter pressures monies” were used and of 
the success or otherwise of the projects established. We recommend full evaluation 
of such projects and that examples of good practice be distilled from this analysis 
and be widely disseminated with supporting DoH guidance notes (perhaps along 
the lines of the Drug and Therapeutic Bulletin currently circulated to doctors, which 
offers a successful model of how to disseminate advice and good practice) 
(paragraph 60). 


We acknowledge that co-location may not be suitable for every locality, but we 
strongly support this type of close collaborative working and the attempt to create 
a seamless service by developing closer strategic working. We recommend that 
successful examples of co-location should be documented and widely disseminated 
in an accessible format (paragraph 61). 


The DoH's proposals in Partnership in Action to allow a lead commissioner and 
integrated provision are a step in the right direction. However we consider that the 
problems of collaboration between health and social services will not be properly 
resolved until there is an integrated health and social care system, whether this is 
within the NHS, within local government or within some new, separate 
organisation. We acknowledge that such an integration would lead to an emphasis 
of the boundary between the health and social care body and other functions, for 
instance housing and education, but we believe it is the only sensible long term 
solution to end the current confusion. Implementation of the White Paper and in 
particular the involvement of social services and community NHS trusts in PCGs 
and PCTs, provides an excellent opportunity for improved collaboration between 
health and social services, but falls well short of unifying the two agencies. We 
would like to see a full and widespread debate on the case for the integration of 
health and social care. We recommend that pilots are established to test ways of 
integrating health and social services based on the lead commissioner model 
proposed by the DoH. (Paragraph 68). 


In the meantime there is much that can be done to improve services for users and 
carers. Significant steps can be taken to minimise problems arising from the 
separation of health and social services and these are indicated throughout the 
report. (Paragraph 69). 


We recommend that the functions of CHCs are carefully considered in light of the 
implementation of the White Paper (paragraph 73). 


It is vital that PCGs are properly accountable to their local community and we 
recommend that the DoH issue guidance to PCG Boards on the best ways of 
involving the community and addressing the “local democratic deficit” (paragraph 
74). 


We recommend that performance frameworks should require joint working at both 
strategic and operational level (paragraph 76). 


We support the LGA’s call to re-frame “performance indicators for the NHS and 
local authorities to numbers of people referred to rehabilitation or other 
intermediate care facilities by age group or disability, and the long term success of 
supporting these people in the community.” (Paragraph 76). 


We recommend that DoH’s proposals on integrated provision are used to improve 
the provision of basic preventive health and social care. We also support the 
LGA’s call for “a stronger statutory requirement for health co-operation and 
investment in early years services [which] would have obvious benefits for respite 
care, health care of looked after children and child protection.” (Paragraph 78). 
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MINUTES OF PROCEEDINGS RELATING TO THE REPORT 


Thursday 3 December 1998 
Members present 


Mr David Hinchliffe, in the Chair 
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Mr John Austin Ann Keen 
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The Committee deliberated. 


Draft Report [Relationship Between Health and Social Services], proposed by the Chairman, 
brought up and read. 


Ordered, That the draft report be read a second time, paragraph by paragraph. 
Paragraphs 1 to 79 read and agreed to. 
Resolved, That the Chairman to make the Report to the House. 


Ordered, That the provisions of Standing Order No. 134 (Select Committees (reports)) be 
applied to the Report. 


Several papers were ordered to be appended to the Minutes of Evidence. 


Ordered, That the Appendices to the Minutes of Evidence taken before the Committee be 
reported to the House. (The Chairman.) 


[Adjourned till Thursday next at Ten o'clock. 
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